8. Page 21 line 3: '… over-head responsibility…'. You probably mean the '… main responsibility …', an one line further down '… and preparing of …' should be '… and preparation of …'. 
REVIEWER

THE STUDY
There is no actual hypothesis/research question, the methods including statistical analysis are a black box and not in line with the rest of the manuscript. RESULTS & CONCLUSIONS Following confusing section of methods, the results are hard to follow, and thus the conclusions drawn are hard to evaluate.
GENERAL COMMENTS
Dear Authors, This is a cross-sectional study about problems physicians have encountered in the sickness absence certification process in Sweden. The study involves 4% of Swedish physicians (11% of survey respondents) who have reported that they perceive sickness absence certification as a work environmental problem. The study seeks to find out what other problems they have. I have three major concerns. First, the study lacks a hypothesis and a research question. The authors merely describe the characteristics of a sample of Swedish physicians instead of trying to find out, for example whether the lack of time or skills would be a predictor of certification problems. Also, it would be valuable to involve all survey respondents. Moreover, as the Swedish sickness absence system has several unique features, I am not sure whether the attributes of 4% of Swedish physicians are of interest to the international reader. Second, the statistical methods are like a black box. In the Methods the authors define the study sample as being those physicians who responded SCT to a great extents as WEP. This is not in line with the statistical analyses, where the aforementioned physicians are compared to all other respondents by using chi-square tests (which is further not in line with the N in tables). Thus, the study includes all survey respondents? Furthermore, Kendall's tau-b is used to study associations between items in questions 1-4 (never use question 5), however, in questions 1-4 there are 47 items. Limitations: the major limitation is the cross-sectional nature of the study, the lack of adjustment for potential confounders and that the selection criteria (experiencing problems) was related to the outcome (experiencing problems).
VERSION 1 -AUTHOR RESPONSE
Reviewer: Kurt Svärdsudd Emeritus professor of family medicine/Senior consultant Uppsala University Sweden I have no conflicts of interest regarding this manuscript This is an interesting manuscript. I have a few comments 1. Title: I suggest that the word 'national' is changed to 'nation-wide'. I have bad experience with the word 'national', which tends to lead thinking to some kind of national document, whereas nation-wide usually is interpreted as a scientific study with a very large study base.
Thank you for this suggestion, we have now used the term nation-wide.
2. Abstract, Results section, line 3: a word seems to be missing in the sentence '…the proportion BEING significantly higher …'.
Thanks for alerting us on this -the word is now included.
3. Abstract, Results section, line 4 and in several places in the text: 'orthopaedics' is the medical specialty in which orthopaedic surgeons work, while orthopaedists, or better, orthopaedic surgeons, are some of the people you are dealing with in your study.
We are grateful for this remark and have now revised the manuscript accordingly.
4. Page 4 lines 34 to page 5 line 9: bullet lists tend to hamper reading if they are not badly needed. I suggest that the list is converted into running text.
We have changed the manuscript according to this suggestion.
Does BMJ Open really want tables inserted in the text??
In the instructions ("Manuscript formatting") it says that tables should be embedded into the document, and that they should be placed where the table is cited. If we have misunderstood this, we of course, can change it.
6. Page 9 line 12: '… (80.0%) WERE men. Now changed.
7. Page 19 line 38: in the sentence '… that the dropout rate …' the term dropout is used erroneously. Dropout is used in longitudinal studies where subjects enter a study but later dropout. In this study, which is a cross-sectional cohort study, the subjects you are referring to has never entered the study, and consequently cannot dropout. The correct term in this case is 'non-participation rate', or more professionally, attrition rate.
Thank you very much for this important distinction. The term 'attrition rate' will be used.
8. Page 21 line 3: '… over-head responsibility…'. You probably mean the '… main responsibility …', an one line further down '… and preparing of …' should be '… and preparation of …'.
We have changed the wording to 'main responsibility' and to 'preparation of'.
Reviewer: Tuula Oksanen, Team Leader, Finnish Institute of Occupational Health, Finland. No competing interests.
There is no actual hypothesis/research question, the methods including statistical analysis are a black box and not in line with the rest of the manuscript. Following confusing section of methods, the results are hard to follow, and thus the conclusions drawn are hard to evaluate.
Dear Authors, This is a cross-sectional study about problems physicians have encountered in the sickness absence certification process in Sweden. The study involves 4% of Swedish physicians (11% of survey respondents) who have reported that they perceive sickness absence certification as a work environmental problem. The study seeks to find out what other problems they have. 1. I have three major concerns. First, the study lacks a hypothesis and a research question. The authors merely describe the characteristics of a sample of Swedish physicians instead of trying to find out, for example whether the lack of time or skills would be a predictor of certification problems.
Thank you for this comment! We, initially, carefully considered the aspects you rise and choose to conduct a more explorative study than one based on specific hypothesis. So far, this is the first ever study about this subject -that is, no other studies have presented such data, that we could pose a hypotheses to verify. We had, when including this question in the questionnaire, no expectations regarding that so many of the responders as 11%, that is, the study group of 1554 physicians, actually would experience sickness certification tasks to a great extent as a work environment. Therefore we, in this study, wanted to explore which problems those 1554 physicians actually stated they had. We had no hypothesis about this, but rather wanted to explore this in general and for specific specialties. Our research question is our aim, to gain knowledge on which problems those physicians experienced and if these problems varied between general practitioners (GPs), psychiatrists, orthopaedists, and physicians working at other types of clinics, respectively. The results from this study can provide specific hypotheses that can be tested in different samples.
2. Also, it would be valuable to involve all survey respondents. This is a good suggestion for another study. In this study, our aim was to specifically focus on those who experienced this as a great work environmental problem and if the problems they experienced differed with type of clinical setting.
3. Moreover, as the Swedish sickness absence system has several unique features, I am not sure whether the attributes of 4% of Swedish physicians are of interest to the international reader.
There are, so far, not many studies about physicians' sickness certification practices -especially when considering the magnitude of involved work tasks and of patients involved -and about the impact the handling of sickness certification tasks has for the life situation of patients and for society. However, there are striking similarities in the results from studies done in different countries about physicians' sickness certification practices, especially in terms of problems experienced. So far, no other larger study has provided results about whether physicians find this a work environmental problem to a great extent. That so many did that in our investigation definitely lead to that both weand others, e.g. decision makers and researchers at international conferences -want to know more about this group in order to get a bases for interventions.
We do not agree on the comment that the Swedish sickness absence system differs much from other that of most other welfare countries, especially not in the later years when we have become more like others, e.g. Finland -in keeping the time-limits for duration of sick-leave spells better.
The shown differences between specialties, which could be interpreted as due to e.g. professional or organizational conditions, and the raising of the problem itself, handling of sickness certification as a work environment problem for physicians, should in our opinion interest international readers, e.g. from an occupational health perspective.
In several European countries different interventions directed towards physicians' sickness certification have taken place in the last decade. The effect of them might be related to how physicians experience the work with these tasks.
We have now clear pointed out that the here studied group is a minority of all physicians.
4. Second, the statistical methods are like a black box. In the Methods the authors define the study sample as being those physicians who responded SCT to a great extent as WEP. This is not in line with the statistical analyses, where the aforementioned physicians are compared to all other respondents by using chi-square tests (which is further not in line with the N in tables). Thus, the study includes all survey respondents?
We see that it is confusing to include the comparisons with the whole group last in the result section and have therefore excluded that paragraph in the revised version.
5. Furthermore, Kendall's tau-b is used to study associations between items in questions 1-4 (never use question 5), however, in questions 1-4 there are 47 items. So this is purely all items against all items with no theoretical basis? By and large, I would expect more advanced statistics such as regression analyses with adjustments for background variables.
The Kendall's tau-b analyses were used to study associations between the three items in Question 1 (about time), which was regarded as the most important item, according to the results. Thereafter, we analyzed the associations between answers to the Question 1-items and those to the items in Question 2, 3, and 4, separately. These analyses were included in order to investigate if there were any high such correlations; which could imply that such items could or should be excluded. As all the correlations were low, regression analyses were not considered.
This study, as mentioned above, was explorative in nature, rather than theory testing. To correctly conduct different types of statistical adjustments you need to know that the variables you adjust for are associated with the exposure and outcome. Here, no such knowledge exists beforehand. Nevertheless, we tested if the answers to question 1, concerning lack of time, which, as mentioned, was considered as the main outcome question based on the high proportions stating having lack of time, were related to age, gender, educational level, number of years at the work place, or frequency of SCT, and found only low correlations. This is why we did not conduct such adjustments. Moreover, we have no theories about why, for instance, physician gender in a specific specialty would be related to both the exposure and outcome regarding these questions. Neither is there anything in the previous studies on physicians' sickness certification practices suggesting that. The same goes, according to a recent systematic literature review of performed studies, for other possible factors that often are included in regressions.
6. Finally, the validity of the questions used? Handling of missing data? Non-response analysis?
We have now clarified these aspects in the method and discussion section, respectively. Much effort has been put into the validity of the questions here studied.
7. Specific issues: Sample size: in the Abstract in objectives you state that "11% of Swedish physicians"; in the Introduction you say that "11% of survey respondents"; and in table 1 you show that "11% of those survey respondents who were <65 years old dealing with sickness certification > a few times a year" (1554/14210=10.9% not 11.4%)" perceived SCT to a great extent as WEP. Which is correct?
Thank you for pointing this out. Here we were not exact enough -this is now changed throughout the manuscript. The correct and full expression is the latter, i.e. 11% (10.9% out of 14 210 respondents, valid percent: 11.4 , i.e. the proportion among those who responded to this particular question) of the survey respondents who were <65 years old and dealing with sickness certification at least a few times a year.
8. Introduction: -the authors refer to 8 other studies about problems in sickness certification matters. What results were found? Limitations of these studies and the gap in the evidence?
This is now elaborated more in the introduction section. Most of the performed studies have included only GPs, and/or have small or selected samples. In our study, all physicians living and working in Sweden were addressed. Moreover, we had a specific question explicitly asking about perceiving SCT as a WEP, not found in any other study.
9. Similarly, they refer to 3 other studies that have shown that these problems vary by specialty. As this is one of the focuses of the paper, again findings and limitations are needed to be shown for the reader to understand which gap this study seeks to address.
This is now included in the discussion section. In this study, we wanted to address any differences in the precise perception of SCT as a WEP, that is, we were interested in perceptions of WEP concerning sickness certification in particular, something that these earlier studies did not study.
10. Also, if intended to international readers, a paragraph describing the sickness absence certification process in Sweden is needed in the Methods. Now included.
11. The list in the Introduction does not apply to practice in all countries.
The list is derived on the practices and obligations in most western countries were a treating physician is involved in sickness certification of patients (an exception from this is the Netherlands where treating physicians do not sickness certify). Specification about this is now included.
12. What is the difference between "experiencing SCT handling problematic" and "perceiving SCT as work environment problem"? Please clarify.
Thank you for pointing out that we have not been clear about this! That we differ between these two aspects is due to results of others and our own studies. Work environment is a generic term for multiple factors in the work situation or in the work-place environment, affecting the individual. To find something problematic is not the same as that you find it a work environmental problem, and vice versa. Physicians encounter several types of problems every day, and expect to do so. Some find this challenging -sometimes even in a stimulating way, others just handle the problems in more or less constructive ways, without ever regarding them as a work environmental problem. Moreover, a person could find sickness certification a work environmental problem without finding the different involved tasks to be problematic. These differences are now more clarified in the text.
13. Methods: -table 1 is very confusing. The percentages are either row or column percentages and the base number varies making the table hard to read.
We understand that this was confusing, as wrong numbers were listed in one column. We apologize for that! This is now corrected.
Regarding row or column percentages, we want to show the proportion within the study group, which we find more interesting compared to the proportion of the study population, and as we explain what proportion we refer to by the foot note, we consider this plausible.
14. -background variables in table 2 should be defined in the Methods. Now done.
15. Limitations: the major limitation is the cross-sectional nature of the study, the lack of adjustment for potential confounders and that the selection criteria (experiencing problems) was related to the outcome (experiencing problems).
We are well aware of the limitation of a cross-sectional study design. However, the aim of this study actually requires a cross-sectional design. Also, this is the first time such a question (experiencing SCT as a WEP) is used in a nation-wide (or even a large) population. We were, when developing the questionnaire, not even sure that the WEP question should be included. Nevertheless, the results indicate the importance of the WEP question and the need for exploring this issue more. Hopefully, others will include this question in their studies, so a more thorough knowledge about this can be gained. A major strength of this study is that the question was posed to all physicians in a whole country and that many other detailed questions also were asked.
We do, as made clear in one of the above comments, not see experiencing specific problems regarding a task as the same as experiencing the whole task as a work environmental problem. However, in this study the extent to which it is so, was investigated.
The many detailed questions about different types of problems regarding the SCT are among the strengths of this study. Many previous studies have found that physicians experience sickness certification as a problematic area, however, more detailed knowledge has been called for, as bases for interventions. However, experiencing specific problems in the consultation is not the same as experiencing management of this area as a work environmental problem, which is why this study was needed.
We thank both the reviewers for the valuable and constructive comments and suggestions! The reviewer filled out the checklist but made no further comments.
